Peptic ulceration can present in a number of ways, the two commonest being pain and acute bleeding. Despite the fact that acute gastrointestinal bleeding is a potentially fatal complication, there is little information regarding factors which influence a particular patient's ulcer to present with bleeding rather than with pain. Attention has recently been drawn to the association between the use of non-steroidal antiinflammatory drugs (NSAIDs) and bleeding peptic ulcer,' but it is not clear whether their use is associated specifically with peptic ulcers that present with bleeding rather than with pain. Smoking is also associated with peptic ulceration in outpatients,' but whether the association is stronger with non-bleeding or bleeding peptic ulcers is likewise not known.
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Peptic ulcers may be single or multiple; they occur in a variety of sites, their sizes vary considerably and they may be acute and superficial with soft bases or chronic and deep with hard fibrous bases. Whether these variations in ulcer appearance influence the way in which the ulcer presents is not known.
In a prospective study we have therefore compared patient features (age, sex, smoking, alcohol consumption, NSAID use and previous history of peptic ulceration) and endoscopic features (ulcer number, site, diameter, depth, nature of ulcer base and presence or absence of stigmata of recent haemorr-hage) in a consecutive series of patients presenting principally with acute bleeding and in another presenting with pain, all being found to have peptic ulcers at endoscopy. 
Methods

Results
Patients presenting with bleeding were significantly older than patients with pain (median 66 v 51 years, p<0.001), and the breakdown of age distribution in the two groups is shown in Figure 1 . Because of this age difference other statistical comparisons were age corrected. Cochrane's method was used with age subdivisions 0-39, 40-59, and 60+. These subdivisions were not predefined but were not based on examination of the data set. Patients with bleeding were more likely to have used NSAIDs within the previous four weeks (58% v 18%, X2=213, p<0001). The breakdown of NANSAID and aspirin use by age and presentation is shown in Figure 2 . The differences in the use of NSAIDs between patients with bleeding and those with pain were significant even when the use of NANSAIDs (34% v 5%, x2=9.1' p<0.01) and the use of aspirin (24% v 13%, x2=12-6, p<0.001) were considered separately.
The difference in age between the two groups was apparent even when all NSAID users were excluded from the analysis (median 65 v 50, p<0 001) and was therefore not a consequence of the tendency for NANSAIDs to be given mainly to the elderly. The varieties of NANSAIDs used are shown in the Table. There was a significantly lower frequency of smoking in patients with bleeding rather than with pain (33% v 56%, x2=4 29, p<0 05) but no Figure 3 . The median diameter of the principal ulcer in patients with bleeding was significantly greater than in those with pain (10 v 8 There was no difference in the incidence of multiple ulceration between ulcer patients presenting with bleeding or pain (28% v 20%, X2=2-7, NS); nor were there significant differences in ulcer depth (median depth 2 v 2, NS), in the incidence of fibrous based ulcers (56% v 61%, X2 1-9, NS), or in the frequency of the various ulcer sites which are shown in were considered together (13% v 4%, X2=7-7, p<001), but there was no such association with any other ulcer site. Stigmata of recent haemorrhage was observed more frequently in patients presenting with bleeding rather than with pain (79% v 21%, X2=63X4, p<0.001). This difference was entirely accounted for by the presence of visible vessels (52% v 0%, x2=47-3, p<0-001) and overlying clot (10% v 1%, x2=1-6, NS). In the absence of important SRH (visible vessel or clot) there was no difference in the frequency of red or black spots in the ulcer base (17% v 20%, X2=0 6, NS). Considering all principal ulcers, the median diameter of ulcers which contained important SRH was significantly greater than those which did not (11 mm v 9 mm, p<0-01) and there was a strong non-significant trend when bleeding ulcers were considered alone (11-5 mm v 10 mm, NS).
Discussion
The most striking difference between our two groups of patients was the difference in NSAID use during the four weeks before the endoscopy. This difference was apparent both for NANSAID and casual aspirin consumption. There is already strong evidence supporting an association between NANSAID consumption and bleeding peptic ulcer when compared with subjects not known to have peptic ulcer,' 3 4 and there is evidence for an association between regular heavy aspirin and uncomplicated gastric but not duodenal ulceration.`7 Our prospective data suggest that there is a specific association between NSAID use and ulcers presenting with bleeding rather than with pain. It has been suggested that the association between aspirin use and gastrointestinal bleeding has been overestimated, and that some of the patients actually take aspirin for the symptoms of the peptic ulcer or haemorrhage.8 The study upon which this suggestion was based used community controls who were not known to have peptic ulceration. In only two of our patients presenting with bleeding who had used aspirin was this limited to the day of admission or the day before admission. Furthermore, our control group (those presenting with pain only), had at least as good a reason to use analgesics, and the association that we identified is therefore likely to be real.
Patients with bleeding were significantly older than patients with pain. Whilst this is probably a true difference, there are a number of potentially confounding factors. There might have been a tendency to avoid endoscoping elderly patients who presented to the hospital outpatient departments with pain alone, whereas there was no such reticence when patients presented with an acute haemorrhage. This seems unlikely as there is a fairly aggressive endoscopy policy in both hospitals. A more likely source of error is that local general practitioners were less inclined to refer elderly patients with pain than elderly patients with bleeding. Conversely, there may have been a greater readiness to refer patients with pain who were using NSAIDs. The patients presenting with bleeding who admitted to pain on specific questioning had presumably not had it sufficiently severely or for sufficiently long to seek medical advice. Absence of pain might be expected to lead to presentation with a complication and the observed tendency for the elderly to be pain free could be linked with the finding that the patients presenting with bleeding tended to be older.
Whilst there was no significant difference in the frequency of a previous ulcer diagnosis in the two groups, the data on the mode of presentation of those who had a previous ulcer diagnosis suggest that patients with complicated ulcers who develop recurrent ulceration tend to represent with a complication rather than with pain. The data also suggest that the previously recognised association of peptic ulceration with smoking' is specific for those presenting with pain rather than with bleeding.
The greater frequency of large ulcers amongst those with bleeding is perhaps not surprising, as presumably the larger the ulcerated area the greater the risk of eroding through an artery, and this is supported by our data on visible vessels, overlying clot and ulcer size. Nor was it surprising that the frequency of visible vessels and overlying clot was significantly greater in patients presenting with bleeding rather than with pain, although it should be noted that there is a degree of subjectivity in the recognition of the visible vessel and there may be a greater inclination to diagnose them in patients known to have been admitted with acute bleeding. It was of interest that similar proportions of patients with bleeding and with pain had red or black spots in the base of their ulcers. This is consistent with our observation in a large prospective study9 that these lesions, in contrast with visible vessels and clot in the base of the ulcer, are not associated with an increased risk of rebleeding after hospital admission. It seems likely that these simply occur randomly in ulcers regardless of presentation, and should no longer be regarded as stigmata of recent acute haemorrhage.
We conclude that there were identifiable differences in these two groups of patients whose peptic ulcers presented primarily with bleeding or pain. Patients presenting with bleeding were older; they were three times as likely to have taken an NSAID during the four weeks before diagnosis; they were more likely to have had a previous ulcer complication and more likely to have a large ulcer. The presence of one or more of these features in a patient who develops a peptic ulcer appears to be associated with a greater likelihood of presentation with a gastrointestinal haemorrhage. 
